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[January 5, 1955] DISCUSSION ON PALLIATION IN CANCER Dr. C. J. Gavey:
In patients with inoperable cancer we are not necessarily dealing with hopeless cases, for hope must remain, but nevertheless the problem is usually that of the management of the individual who is nearing, or who has actually reached, the terminal stage of life.
Pain.-The first great principle concerns the relief of pain when it is present. Patients have a right to know that we really can relieve pain. Once assured of this, they can take a more philosophical view of their disease for it is difficult to be philosophical when in pain. A recent survey of public opinion on cancer by Paterson and Aitken-Swan (1954) shows quite clearly how alarming the thought of cancer usually is. The women interviewed rated cancer as the most alarming of the serious diseases and gave the reason why in terms relating chiefly to pain. A victim of cancer may say "I am not afraid of death but I am afraid of pain and I suppose I am bound to get worse" (Clark-Kennedy, 1954) . Patients who have recovered from cancer describe their emotions in an almost uniform manner. They have dreaded pain and found it to be far less than they had anticipated. Indeed some have expressed the idea that the medical profession should make a special point of dispelling the prevalent impression that cancer is necessarily very painful.
Assessment of the degree of pain comes fairly readily to those with experience but newly qualified doctors and inexperienced nurses often go wrong on this point. The bias is not enough in favour of the patient. Indeed, how can we judge the intensity of pain? In the one patient a given lesion may cause exquisite pain, in the other the same lesion is better tolerated. Thought given to this simple problem leads me to recommend that if there is substantial pain it is wise to give an analgesic continuously and to add whatever else is necessary from time to time. Too often one finds a patient who has gone without an analgesic because he has not complained of pain at the opportune moment. I know of nothing better for continuous analgesia than Mist. Acidi Acetylsalicylici Opiata, four-hourly [Tinct. of opium 8 minims, Aspirin mixture (B.P.C.) to a fl. oz.] . A few cannot tolerate aspirin in which case codeine can be given instead.
Another point of importance is the too rigid avoidance of drugs of addiction. I refer particularly to pethidine (100 mg. = 16 mg. of morphine). Addiction is, in fact, uncommon, too uncommon to weigh at all in the decision whether or not it should be used. Pethidine has advantages over morphine in that it does not cause mental lethargy in those who do not wish to be "doped" in the mental sense, and there are not a few of such patients. Pethidine unfortunately has only a brief action, lasting two to four hours. Methadone (10 mg. = 10 mg. of morphine) is also valuable but its depression of cough may lead to trouble in emphysematous or old patients and bad dreams are sometimes a nuisance. Phenadoxone (10-30 mg.) has an analgesic effect for three to four hours when given by mouth and it also possesses a mild sedative action. Hypnotics such as sodium amytal and hexobarbitone are effective provided they are repeated without hesitation, and are used with analgesics. Chlorpromazine has proved its worth in patients with intractable vomiting. perhaps more clearly than in any other fatal disease, a fairly sudden change, from one day to the other; a change in both physical state and outlook arising from overwhelming weakness; a sign that the body has given up the struggle. From this point morphine should seldom be withheld and considerable pain will determine its earlier use. It is wise not to exceed single doses of 20 mg. of morphine; repeat it if necessary after a suitable interval.
Hyperduric morphine mucate, 16 mg., lasts longer and when combined with hyoscine mucate it is especially helpful in relieving tracheal rattle.
When there is no pain in terminal illness, morphine should not be used automatically but it has a limited place. I have not used cocaine but some physicians think highly of it in these circumstances. The decision as to when, if ever, the patient should be helped over the border, rests on a higher plane of judgment than can be laid down in rules or laws and it is for each practitioner to decide for himself carefully how far he can assist his desperate patient without transgressing the law (Gavey, 1952) .
Telling the patient.-We have gone a long way since the days of Paget (1814-1899) who accepted a contest in brevity with a patient who came into his consulting room and merely thrust out his lip saying "What's that?" "That's cancer," he answered. "And what's to be done with it?" "Cut it out!" said Sir James. I do not suggest that there is often difficulty in telling patients what is necessary but a minority in whom it is difficult may be reduced if we bear in mind that patients do not share our knowledge of the terminal stage of disease.
Occasionally the patient seeks such information. "What will be the manner of my going?" he asks. Few realize "how easy it is to die" (William Hunter). Few realize the clouding effect of the "toxLemia" that ends in death.
When For completeness I mention the patient who never suspects that the end is near even though one has acted on the supposition that he did know, and who speaks of recovery and of holidays during the next year. Near relatives have assured me that such a patient, intelligent enough, had no suspicion whatsoever of death even on the last day. I should say that when I have allowed this to happen the near relative's desire that the patient should not be told (because of incapacity, real or otherwise, to receive the truth), has influenced me in not volunteering the information. I realize that Roman Catholics would condemn this attitude, and it would not arise concerning a patient of that faith.
Visiting.-I do not profess to have complete insight into what the patient feels when he knows he has an inoperable cancer. The more one studies the question the more baffling it is. We partly overcome the difficulty by using a kindly attitude but it is hard to determine how supportive it really is. It is here that the personality of doctors and nurses comes in. Frequent visits are fundamental even if we do nothing overtly and it is for us to take or to seek opportunities of helping in this way. I stress this because modem medicine and surgery enable us so often to spend our time helping in a very concrete and substantial way that we have little time left, it seems, for simple visiting. While recognizing the impossibility of reaching the ideal amount of visiting I do think we should from time to time ask ourselves whether we are paying enough attention to this important aspect of our work. It would be a pity if we should ever deserve the reproof: "the doctor has lost interest in my case." The senior nursing staff feel their task to be infinitely easier if the chief takes adequate time at the bedside of the patient who has almost run his course. In hospital it is very necessary that the patient should know conclusively who is actually in charge of his case. There must never be any room for doubt about this. The risk of such doubt is small in this country compared with some others.
At home a visit may enable a trifling but trying symptom to be quickly removed. The task of relatives is also made easier if the doctor visits regularly and often and he may note in a relative the need for an intermission in nursing before a breakdown occurs. I think there is a good deal to be said for advising relatives to show their sympathy by being practical and by avoiding a hush-hush attitude when the truth is known. We do not want "sympathy" to be the hardest thing the patient has to bear, though I am not suggesting that this is common.
We must not detract from the value of faith which is one of the positive virtues. As Paul White (1951) Sainsbury (1906) put it: "Finally should the decision be left to us, as in many, perhaps in most, cases it will be, and we conclude that all things considered, it is wiser to stay the hand than to be active with it then we must have the courage to let it be idle and abide the issue." Radiotherapy in its several forms has a big place in the treatment of inoperable cancer and the work should attract some of our best young men.
Of human understanding.-There is need for a "generality of understanding" (Walshe, 1948) in regard to our patients. There is a growing feeling among them that we never should give up hope; that something can yet be done. This accounts for unexpected requests for further opinions and though this may hurt one at times, it is a trait in human nature which bears understanding and sympathy even when the patient seeks fields of unorthodox treatment. UJnreasonable demands should not surprise us when we consider that red and white roses together are still usually resented in the sick-room and number 13 is still held by many to be unlucky. I pass for a moment to the understanding of the terminal phase. At this time let us remember that the belief in life after death is almost universal, so it is wise to assure that spiritual help is available. But I agree with Osler and others that it is not incumbent upon us, as medical men, to give it-simply to see that it is available. It is a fact I think that most patients are not afraid of death but they are reluctant to die. In his address on one of my patients who died of carcinoma, the Dean of Westminster said: "The courage and serenity with which she faced the prospect of death was an example to us all. It was a form of courage and serenity which sprang directly from her Christian faith and from her belief in the reality of life to come. Thus she died at peace with God and in sure and certain hope of eternal life."
Professor Norman M. Dott: I speak on this subject as a neurological surgeon. Cancer is foreign to neural tissues and is encountered by the neurological surgeon as an invader from other corporeal domains.
The neurological surgeon may be required to deal with cancer in four different ways: (1) he may encounter and deal with metastatic cancer of the brain or spine while the nature of the disease is still in doubt-he then makes the diagnosis and treats the local brain or spinal lesion; (2) when called upon to assist in ameliorating the course of cancer by means of hypophysectomy; (3) when requested to mitigate pain caused by cancer; (4) when required to preserve important neural functions threatened by cancer.
Metastatic cancer of the brain has notably increased in frequency in recent years in proportion to the increase in bronchial carcinoma. In patients over 30 years of age, with rapidly progressive cerebral tumours, radiographic examination of the chest and other appropriate means of search for a possible pulmonary primary neoplasm are routine procedures. Not infrequently, however, the cerebral metastatic lesion is the first recognizable focus in this disease, and the diagnosis of cancer is first established by exploration of the cerebral metastasis. In these circumstances the neurological surgeon treats the local cerebral lesion with the object of preventing or delaying further cerebral damage. He may proceed to excision of a favourably placed metastasis or to decompression of the less favourably sited or multiple cerebral lesions. Having done so he seeks the help of the oncologist in the management of the neoplasia as a disease entity.
The oncologist is commonly the radiotherapeutic specialist who has the largest experience of neoplasia in its many sites of origin and metastasis and in its various stages of evolution. Not infrequently the oncologist may be represented by a team, with the radiotherapist as leader, supported by a pathologist and an endocrinologist wit-h special interest in the subject. It has become essential for the "system specialist" such as the neurological surgeon, especially when dealing with cancer-a neoplastic disease essentially foreign to his territory-to rely on the oncologist or his team for the management of the disease as a neoplasia.
In the management of cancerous neoplasia it has been found that in the tumours of parasexual origin, especially those of the breast and the prostate, modification of the sex hormone state may profoundly affect the progress of the disease. In the younger agegroups diminution of cestrogens or of androgens by castration, by adrenalectomy or by hypophysectomy has procured striking amelioration of the advancing neoplasia, even in the most advanced cases. In the older age groups the administration of these sex hormones has proved notably beneficial. Whether hypophysectomy has special indications or advantages as contrasted with adrenalectomy or with castration is not yet known. So far as hypophysectomy may be required in the management of neoplasia, the neurological surgeon will join the oncological team to make that contribution.
I Where pain is an outstandingly severe and prominent factor in the patient's total distress, and when the life expectancy is three months or more, surgery for pain may be indicated. Surgery for the mitigation of pain takes two principal forms: (1) interruption of the local pain-conducting pathways, so that the pain stimuli do not reach consciousness; (2) modification of consciousness or personality in its affective state by leucotomy, so that the distressful element of the pain experience is mitigated or abolished. The indications for pain-pathway interruption are a life expectancy of three months or more and that local physical pain is the major factor in the patient's total distress. One should note that the pain of infected cancerous growths, especially those of the mouth and pelvis, can often be sufficiently controlled by the use of appropriate antibiotics. Local osseous pain of cancerous deposits can often be relieved by appropriate hormonal modifications or by local palliative X-radiation. These measures will be tried in suitable circumstances before resorting to surgery for pain. Examples of pain-pathway interruption are: trigeminal nerve interruption by alcohol injection of its sensory root, followed by cervical sympathectomy to prevent neurotrophic keratitis, for cancer of the face or mouth or jaws. When the disease extends to the throat or neck, surgical division of the glossopharyngeal nerve and upper rootlets of the vagus and posterior roots of upper cervical spinal nerves by a suboccipital operation can be added. For pain due to cancer of the pelvis, and from the lower half of the body, section of the spinothalamic tract about the second thoracic segment of the spinal cord on one or both sides is the most effective and also the least damaging procedure. It is selective for pain and temperature and does not interfere with other important sensory functions for the limbs; nor does it cause the unpleasant paresthesix associated with more peripheral sensory nerve interruptions. For local pain due to cancer about the thoracic inlet, one can combine spinothalamic tract section at the second cervical level of the cord with division of the upper cervical posterior roots.
These operations of interruption of the local pain-pathway are brilliantly effective and reliable for pain alone, and are ideal in carefully selected cases. They are limited in their sphere of usefulness by their very specificity. They do nothing for other causes of distress of the victim of cancer.
It is in these cases of more multiple causes of distress that leucotomy by modifying the affective receptivity and reactivity removes not only the distressful quality of pain itself but those of the other adverse factors in the cancer case. Patients so treated, when specifically questioned on the subject, will state casually that they can still feel the pain; but they will not complain of it spontaneously and they will not demand or require analgesics. In fact they cease to be distressed by pain and by other adverse developments in the course of cancer. There are, however, limitations upon this treatment also. The patients so treated not only cease to be distressed by pain, but also by moral wrongs, by shameful situations, by the misfortunes of their friends. Nor can they experience with their former depth of feeling the satisfactions and pleasures of life. The alleviation of distress from pain and other troubles is bought at the expense of a flattening or shallowing of the whole affective personality. Such patients will not react with full responsibility or keen judgment to the v-arious problems and situations of life. Our use of this merciful procedure for the cancer victim is limited to the management of cases in which such an irrevocable alteration of personality can be justifiably accepted. I believe that such cases are numerous.
Lastly neurological surgery may be required in cancer to preserve important neurological functions, whose loss would add seriously to the patient's troubles.
Examples are cranial decompression, with or without removal of a local metastatic tumour, to relieve headache and vomiting, to preserve vision, or to preserve other cerebral functions. Similarly it may be necessary to carry out spinal decompression with or without local tumour removal when a cancerous metastasis compresses the spinal cord or nerve roots. This is simply the surgery of brain and spinal cord tumours applied to the cancer patient-with the life expectancy and the specific management of the cancerous neoplasia as the dominant determining factors.
In cancerous compression of the spinal cord, surgical decompression is a procedure of urgency-to be computed in hours, not in days-if the miseries of paraplegia are to be averted. In a majority of these cases the vertebral column is eroded and unstable. Here, rustless steel internal splints, applied to the spinous processes, may enable the patient to become ambulant for his remaining life. In a minority the bones are not involved and such splintage is not required.
Thus, the sufferers from presently incurable cancer, may, in properly selected cases, gain much from neurological surgery-perhaps in securing remission of the disease itself, and certainly in the relief or avoidance of many of its distressing features.
Dr. G. F. Abercrombie:
Most patients do not mind dying, but they do not wish it to be painful. "It must always be remembered that there is in every mortal illness a point beyond which any further attempt at curative treatment is not only useless but cruel" (Hutchison, 1926) . What is sometimes attempted to-day in the name of palliative treatment ought to be denounced in equally vigorous terms. One of the inescapable duties of the general practitioner, who attends regularly and frequently upon such patients, is to say "Hold! Enough". Let us never forget that excellent aphorism "Morphia exists to be given, and not merely to bewithheld". I think the great majority of these patients would prefer to end their lives in their own homes if it could be done without placing an intolerable burden on their attendants; but unceasing supervision is impossible in these days, and hospitals should make it a point of honour never to refuse to readmit their former cancer patients in extremis.
Many surgeons cannot bring themselves, and will not be persuaded, to tell a patient the truth about his malady, and thus they place the general practitioner at a great and lasting disadvantage. That would not matter if the patient were at ease in mind, but all too often he is not. "They tell you nothing in hospital, sir. What is it? What is the matter with me?" It is perfectly true that some remain in absolute ignorance, apparently, of the fact that they have an incurable cancer right up to the very end, and they are accounted fortunate; but it really does not follow that they would have fared worse if they had been told the truth.
How many practitioners would wish their medical attendants to attempt to deceive them? Do we not all say "If this happens to me, I want to be told. I want to know"?
We ought to give our patients credit for that common sense and courage which we know they possess. Instead, we are afraid to tell them, possibly because we fear they may commit suicide-an extremely unlikely event-or because, mistakenly, we judge them unable to 40 708 face the suffering, assumed to be inevitable and supposed to be intractable. Cancer has a dreaded reputation, which now needs urgently to be reconsidered. Very many patients' lives end peacefully, and I doubt whether their distress is any greater than that experienced in other terminal conditions.
What happens when patients are told that they have cancer and that it cannot be cured?
UJsually, nothing very noticeable-the information is digested, a mental adjustment is made, and in all probability the subject is never brought up for discussion again. Their kith and kin are spared attempts at dissimulation, the desperate search for remedies ceases, and treatment by analgesics and narcotics is accepted as a matter of course. Certainly, very great care is needed, but I cannot recall that I have ever had good cause to regret telling the truth. The bond of sympathy and confidence between doctor and patient is thereby drawn closer and holds firmly to the end.
.REFERENCE HUTCHISON, R. (1926) The Elements of Medical Treatment. Bristol; p. 11.
Professor C. A. Wells: Some of the most difficult problems of palliation may best be considered not by one specialist individual, "the cancerologist", nor by any one general surgeon acting alone, but by a group of individuals, each able to make his own peculiar contribution to the discussion. With the increasing complexity of all therapeutic measures in surgery the time is approaching when many difficult problems such, for example, as that of hypertension must be tackled, not by the general or the specialized physician or surgeon acting alone, but by a group of people associating themselves for the purpose of the study and treatment of particular types of diseases. Only by some such arrangement or by some other method of full and free consultation between different interests will it be possible to offer the best combination of treatment in complicated clinical problems.
Dr. P. W. Nathan: One of our main difficulties in looking after these patients with severe pain is the nursing staff. In this country we are brought up in a puritan culture; and in this culture, it is implied that suffering is a good thing, and that a certain amount of pain is desirable. This view of life seems to afflict nurses with particular severity. It seems to be impossible to persuade them to give enough analgesics.
The question of addiction in these patients with incurable cancer has been raised. What if these patients do die addicts? They are going to die anyway; why should they not die addicted to an analgesic? In any case we find that most of them do not become addicts. All the patients on whom we have done successful pain-relieving operations have not asked for the drugs which they were accustomed to have before the operation.
Dr. Gavey brought up the point about not telling the patient a deliberate lie. I think that this is the place for a deliberate lie. For some years we have been doing research on pain-relieving operations on patients with cancer. When I began this work, I imagined that there would be only a few patients to whom one could tell the truth-that they had incurable cancer. Now I believe that there are as good as none. It seems that people cannot stand it. It may be possible sometimes to tell people over 70 or 80; but younger than this, people are not ready to die. This is no problem peculiar to cancer. In neurology we meet many young people who have a fatal illness; it would be cruelty to tell any of them that they are going to die. Dr. L. Dulake: In view of many comments on the question "should the patient be told of the incurable nature of his disease", I do not feel that any rigid rules can be applied, certainly not that all should be told or that none should be told. In my experience many patients become aware of their condition. A day comes when something in the handclasp, in the expression of the patient, implies acceptance of a hopeless situation. From then on, doctor, patient, and close relations often find it easier to play a gentle game of "make-believe". Human understanding bridges many gaps.
Mr. Eric L. Farquharson: There is a very good working rule to guide us as to how much a patient should be told, when he is suffering from irremovable cancer. The patient should be told the truth only when it appears certain that he really wants to know, or that the information would be of definite benefit to himself or to his family. Even after the most unsuccessful operation, many patients are buoyed up with the hope that a cure has been MM achieved; such hope may remain with them even when it is obvious that they are sinking fast, and it is often their only source of comfort as the darkness closes in. The hospital ward or the specialist's consulting room is seldom the best place to impart such news, and, perhaps more important, the specialist himself is seldom able to judge how much a patient should be told. It seems so much better that, in the exceptional cases where truth must prevail, it should be told by the family doctor, so often an old and trusted friend, in the quietness and privacy of the patient's own home.
Mr. Muray Falconer: Hypophysectomy for parasexual tumours, principally carcinoma of the breast with widespread metastases, is in its infancy, having been introduced by Luft and Olivecrona only two years ago. It is, however, an operation with a low mortality and little morbidity, and regression of the metastases appears to occur in more than half the patients, even after widespread dissemination. The follow-up periods, however, are still short, and so it is not yet possible to compare its merits with those of adrenalectomy. The encouraging results to date, however, indicate that the procedure warrants further trial, and make it difficult to say that there is ever a stage in carcinoma of the breast where treatment should be withheld, because the disease has become advanced and widespread.
Mr. Robert Cox: Many of the previous speakers have spoken about cancer exclusively, but the problems are those of malignant diseases in general, particularly with the wider age distribution of other forms of, malignant disease.
The problem as to whether the patient should be told, is clearly different in the aged patient who has already run the full course of his life, as compared with one in middle life. The problem is even more difficult in the young adult, perhaps married and with the responsibility of young children dependent on him, and most of all it seems wrong to inform the patients when they are of tender years.
On the use of morphia those who work in hospital centres which deal with large numbers of late cases of malignant diseases are aware that often the miseries of morphia poisoning are worse than those of the disease for which the drug has been given. Frequently these patients are made much more comfortable by simple nursing care, regularization of their bowels, proper feeding and the withdrawal of morphia either to a reasonable level or its substitution by a. simple mixture containing aspirin and opium which, in many cases, is quite adequate to control the pain even of the terminal phases.
Mr. Maurice Ewing: No one in the Discussion has spoken of the experience of the radiotherapist in the palliation of malignant disease. I am sure that a great many of us must often turn to him for hefp in the control of recurrent cancer in our surgical failures and I often question whether the irradiation that is given in such cases has, in fact, any real value as a palliative.
Miss G. M. Barry: The question of whether to tell a patient that she is dying of cancer must be settled individually. I have personally been reproached by patients at the eleventh hour for not having told them sooner, as there were various things that they would have wished to do had they had time.
I also think that there are cases in which a large palliative operation carrying a definite mortality rate should not be suggested to a patient who urgently desires to live for a few more months in order to finish a particular piece-of work.
